

[image: cover]




Books by Alexander Lowen, M.D.

 

The Language of the Body, originally published as Physical Dynamics of Character Structure

			Love and Orgasm: A Revolutionary Guide to Sexual Fulfillment

			The Betrayal of the Body

			Pleasure: A Creative Approach to Life

			Bioenergetics: The Revolutionary Therapy That Uses the Language of the Body to Heal the Problems of the Mind

			Depression and the Body: The Biological Basis of Faith and Reality

			The Way to Vibrant Health: A Manual of Bioenergetic Exercises, co-author Leslie Lowen

			Fear of Life

			Narcissism: Denial of the True Self

			Love, Sex, and Your Heart

			The Spirituality of the Body: Bioenergetics for Grace and Harmony

			Joy: The Surrender to the Body and to Life

			Honoring the Body: The Autobiography of Alexander Lowen, M.D.

			The Voice of the Body: Selected Public Lectures 1962-1982





The Betrayal of the Body

Alexander Lowen, M.D.

The Alexander Lowen Foundation
Shelburne, Vermont





The Betrayal of the Body

 

Published by The Alexander Lowen Foundation
Shelburne Vermont 05482
connect@lowenfoundation.org

 

Copyright © 1967 by Alexander Lowen, M.D.

 

All rights reserved. No part of this book may be reproduced or transmitted in any form or by any means, electronic or mechanical, including photo-copying, recording or by any information storage and retrieval system, without permission in writing from the Publisher.

 

Except in the United States of America, this book is sold subject to the condition that it shall not, by way of trade or otherwise, be lent, re-sold, hired out, or otherwise circulated without the publisher's prior consent in any form of binding or cover other than that in which it is published and without a similar condition including this condition being imposed on the subsequent publisher.

 

Library of Congress Control Number 2004106826
ISBN 978-1-938485-00-8 (paperback)
ISBN 978-1-938485-01-5 (ebook)

 

First Edition by The Alexander Lowen Foundation, 2012
Printed in the United States of America





TO MY PATIENTS
Whose courage to confront their terror and despair inspires these pages






1

The Problem of Identity

Normally, people don't ask themselves, Who am I? One's identity is taken for granted. Each person carries in his wallet papers that serve to identify him. Consciously, he knows who he is. However, below the surface a problem of identity exists. On the border of consciousness he is disturbed by dissatisfactions, uneasy about decisions, and tormented by the feeling of “missing out” on life. He is in conflict with himself, unsure of his feelings, and his insecurity reflects his problem of identity. When dissatisfaction becomes despair and insecurity verges on panic an individual may ask himself, Who am I? This question indicates that the facade through which a person seeks identity is crumbling. The use of a facade or the adoption of a role as a means to achieve identity denotes a split between the ego and the body. I define this split as the schizoid disturbance which underlies every problem of identity.

For example, a famous artist walked into my office and said, “I am confused and desperate. I don't know who I am. I walk down the street and ask myself, Who are you?”

It would have been meaningless to reply, “You are the well-known painter whose work hangs in many museums.” He knew that. What he complained of was a loss of the feeling of self, the loss of contact with some vital aspect of existence that gives meaning to life. This missing element was an identification with the body, the foundation upon which a personal life is erected. My artist patient became actively aware of this missing element in a dramatic experience. He told me:

The other day I looked in the mirror, and I became frightened when I realized it was me. I thought, This is what people see when they look at me.

The image was a stranger. My face and my body didn't seem to belong to me…I felt very unreal.

This experience, in which there is a loss of feeling of the body, with accompanying sensations of strangeness and unreality, is known as a depersonalization. It denotes a break with reality and occurs in the first stages of a psychotic episode. If it continues, the person loses not only the feeling of identity but also his conscious awareness of identity. Fortunately, this episode was short-lived in my patient. He was able to reestablish some contact with his body, so that the feeling of unreality disappeared. However, his identification with his body remained tenuous, and the problem of his identity persisted.

The feeling of identity stems from a feeling of contact with the body. To know who one is, an individual must be aware of what he feels. He should know the expression on his face, how he holds himself, and the way he moves. Without this awareness of bodily feeling and attitude, a person becomes split into a disembodied spirit and a disenchanted body. I will return again to the case of the artist.

As he sat opposite me, I saw his drawn face, his empty eyes, his tightly set jaw, and his frozen body. In his immobility and shallow breathing, I could sense his fear and panic. He, however, was not aware of the gauntness of his face, the blankness of his eyes, the tension in his jaw, or the tightness of his body. He did not feel his fear and panic. Being out of touch with his body, he only sensed his confusion and desperation.

The complete loss of body contact characterizes the schizophrenic state. Broadly speaking, the schizophrenic doesn't know who he is, and is so much out of touch with reality that he cannot even phrase the question.


On the other hand, the schizoid individual knows he has a body and is, therefore, oriented in time and space. But since his ego is not identified with his body and does not perceive it in an alive way, he feels unrelated to the world and to people. Similarly, his conscious sense of identity is unrelated to the way he feels about himself. This conflict does not exist in a healthy person whose ego is identified with his body and in whom the knowledge of his identity stems from the feeling of the body.

A confusion of identity typifies most persons in our culture. Many people struggle with a diffused sense of unreality about themselves and their lives. They become desperate when the ego image they have created proves empty and meaningless. They feel threatened and become angry when the role they have adopted in life is challenged. Sooner or later, an identity based on images and roles fails to provide satisfaction. Depressed and discouraged, they consult a psychiatrist. Their problem is, as Rollo May points out, the schizoid disturbance.

Many psychotherapists have pointed out that more and more patients exhibit schizoid features and the “typical” kind of psychic problem in our day is not hysteria, as it was in Freud's time, but the schizoid type—that is to say, the problem of persons who are detached, unrelated, lacking in affect, tending towards depersonalization, and covering up their problems by means of intellectualizations and technical formulations….

There is also plenty of evidence that the sense of isolation, the alienation of one's self from the world is suffered not only by people in pathological conditions, but by countless “normal” persons as well in our day.1

The alienation of people in the modern world—the estrangement of man from his work, his fellow man, and himself—has been described by many authors and is the central theme of Erich Fromm's writings. The alienated individual's love is romanticized, his sex is compulsive, his work is mechanical, and his achievements are egotistic. In an alienated society, these activities lose their personal meaning. This loss is replaced by an image.

THE IMAGE VERSUS REALITY

The schizoid disturbance creates a dissociation of the image from reality. The term “image” refers to symbols and mental creations as opposed to the reality of physical experience. This is not to say that images are unreal, but they have a different order of reality than bodily phenomena. An image derives its reality from its association with feeling or sensation. When this association is disrupted, the image becomes abstract. The discrepancy between image and reality is most clearly seen in delusional schizophrenics. The classic example is the demented person who imagines he is Jesus Christ or Napoleon. On the other hand, “mental health” refers to the condition where image and reality coincide. A healthy person has an image of himself that agrees with the way his body looks and feels.

In the social realm the image has its positive as well as its negative aspects. The alleviation of suffering and misfortune on a large scale would not be possible without the use of an image to mobilize a mass response. Every humanitarian effort has achieved its goal through the use of an appealing image. But an image can be used negatively to incite hatred and to bring destruction upon others. When a policeman is pictured as a symbol of suppressive authority he becomes an object of distrust and hatred. When the Red Chinese portray the American as a devilish exploiter of people he becomes a monster to be destroyed. The image blots out the personal humanity of an individual. It reduces him to an abstraction. It becomes easy to kill a human being if one sees him only as an image.

If the image is dangerous on a social level, where its function is openly admitted, its effects are disastrous in personal relationships, where its action is insidious. One sees this in the family where a man tries to fulfill his image of fatherhood in opposition to the needs of his children. Just as he sees himself in terms of his image, so he views his child as an image rather than as a person with feelings and desires of his own. In this situation, upbringing takes the form of trying to fit the child to an image that is frequently a projection of the father's unconscious self-image. The child who is forced to conform to a parent's unconscious image loses his sense of self, his feeling of identity, and his contact with reality.

The loss of the feeling of identity has its roots in the family situation. Brought up according to images of success, popularity, sex appeal, intellectual and cultural snobbery, status, self-sacrifice, and so forth, the individual sees others as images instead of looking at them as people. Surrounded by images, he feels isolated. Reacting to images, he feels unrelated. In attempting to fulfill his own image, he feels frustrated and cheated of emotional satisfaction. The image is an abstraction, an ideal, and an idol which demands the sacrifice of personal feeling. The image is a mental conception which, superimposed on the physical being, reduces bodily existence to a subsidiary role. The body becomes an instrument of the will in the service of the image. The individual is alienated from the reality of his body. Alienated individuals create an alienated society.

REALITY AND THE BODY

A person experiences the reality of the world only through his body. The external environment impresses him because it impinges upon his body and affects his senses. In turn, he responds to this stimulation by acting upon the environment. If the body is relatively unalive, a person's impressions and responses are diminished. The more alive the body is, the more vividly does he perceive reality and the more actively does he respond to it. We have all experienced the fact that when we feel particularly good and alive, we perceive the world more sharply. In states of depression the world appears colorless.

The aliveness of the body denotes its capacity for feeling. In the absence of feeling the body goes “dead” insofar as its ability to be impressed by or respond to situations is concerned. The emotionally dead person is turned inward: thoughts and fantasies replace feeling and action; images compensate for the loss of reality. His exaggerated mental activity substitutes for contact with the real world and can create a false impression of aliveness. Despite this mental activity, his emotional deadness is manifested physically. We shall find that his body looks “dead” or unalive.

An overemphasis upon the role of the image blinds us to the reality of the life of the body and its feelings. It is the body that melts with love, freezes with fear, trembles in anger, and reaches for warmth and contact. Apart from the body these words are poetic images. Experienced in the body, they have a reality that gives meaning to existence. Based on the reality of bodily feeling, an identity has substance and structure. Abstracted from this reality, identity is a social artifact, a skeleton without flesh.

A number of experiments have shown that when this interaction between the body and the environment is greatly reduced, a person loses his perception of reality.2 If an individual is deprived of sensory stimulation for a length of time he will begin to hallucinate. The same thing happens when his motor activity is severely curtailed. In both situations the decrease of body sensation caused by the absence of external stimulation or internal motor activity reduces the person's feeling of his body. When a person loses touch with his body, reality fades out.

The aliveness of a body is a function of its metabolism and motility. Metabolism provides the energy that results in movement. Obviously, when metabolism is reduced, motility is decreased. But this relationship works in reverse too. Any decrease in the body's motility affects its metabolism. This is because motility has a direct effect upon respiration. As a general rule, the more one moves, the more one breathes. When motility is reduced, oxygen intake is diminished, and the metabolic fires burn lower. An active body is characterized by its spontaneity and its full and easy respiration. It will be shown in a subsequent chapter that breathing and motility are severely restricted in the schizoid body. As a result, its energy production tends to be low.


The intimate connection between breathing, moving, and feeling is known to the child but is generally ignored by the adult. Children learn that holding the breath cuts off unpleasant sensations and feelings. They suck in their bellies and immobilize their diaphragms to reduce anxiety. They lie very still to avoid feeling afraid. They “deaden” their bodies in order not to feel pain. In other words, when reality becomes unbearable, the child withdraws into a world of images, where his ego compensates for the loss of body feeling by a more active fantasy life. The adult, however, whose behavior is governed by the image, has repressed the memory of the experiences which forced him to “deaden” his body and abandon reality.

Normally, the image is a reflection of reality, a mental construction which enables the person to orient his movements for more effective action. In other words, the image mirrors the body. When, however, the body is inactive, the image becomes a substitute for the body, and its dimensions expand as body awareness recedes. “The Secret Life of Walter Mitty” is one vivid portrayal in fiction of how images may compensate for the passivity of the individual.

Image formation is a function of the ego. The ego, as Sigmund Freud said, is first and foremost a body ego. As it develops, however, it becomes antithetical to the body—that is, it sets up values in seeming opposition to those of the body. On the body level an individual is an animal, self-centered and oriented toward pleasure and the satisfaction of needs. On the ego level the human being is a rational and creative being, a social creature whose activities are geared to the acquisition of power and the transformation of the environment. Normally, the ego and the body form a close working partnership. In a healthy person the ego functions to further the pleasure principle of the body. In the emotionally disturbed person the ego dominates the body and asserts that its values are superior to those of the body. The effect is to split the unity of the organism, to change a working partnership into an open conflict.


THE EGO AND THE BODY

The conflict between the ego and the body may be slight or severe: the neurotic ego dominates the body, the schizoid ego denies it, while the schizophrenic ego dissociates from it. The neurotic ego, afraid of the nonrational nature of the body, attempts merely to subdue it. But when the fear of the body amounts to panic, the ego will deny the body in the interest of survival. And when the fear of the body reaches the proportion of terror the ego dissociates from the body, completely splitting the personality and producing the schizophrenic condition. These distinctions are clearly illustrated in the way these different personalities respond to the sexual urge. To the healthy ego sex is an expression of love. The neurotic ego sees sex as a means of conquest or ego glorification. For the schizoid ego sex is an opportunity to obtain the physical closeness and warmth upon which survival depends. The schizophrenic ego, divorced from the body, finds no meaning in the sexual act.

The conflict between the ego and the body produces a split in the personality which affects all aspects of an individual's existence and behavior. In this chapter, we will study the divided and contradictory identities of the schizoid and neurotic personalities. In the following chapters other manifestations of this split will be examined. As part of this study we will want to find out how the split develops, what factors produce it, and what techniques are available to treat it. It should be evident at this point that the split cannot be resolved without improving the condition of the body. Breathing must be deepened, motility increased, and feelings evoked if the body is to become more alive and its reality is to govern the ego image.

In the split personality two identities arise which contradict each other. One is based upon the ego image; the other upon the body. Several methods are available to elucidate these identities. The history of the patient and the meaning of his activities tell us something about his ego identity. An examination of the appearance and movement of his body tells us about his body identity. Figure drawings and other projective techniques supply important information about who the person is. Finally, every patient will reveal in his thoughts and feelings his opposing views of himself.

I shall present two case histories to illustrate the ideas set forth above. The first case is that of a young woman who stated that her problem was one of anomie. She had picked up this term from reading an article in Esquire and from reading Betty Friedan's book The Feminine Mystique. Friedan defines anomie as “that bored, diffuse feeling of purposelessness, nonexistence, non-involvement with the world that can be called anomie, or loss of identity, or merely felt as the problem that has no name.”3 Anomie is a sociological term which means normlessness or, as I prefer, formlessness. My patient, whom I will call Barbara, described her condition as:

…a feeling of disorientation and emptiness, essentially a blankness. I saw no reason to do anything. I had no motivation to move. I wasn't actually aware of it until lately. It struck me strongly when I returned from my summer vacation. During the summer I was responsible for my children and the home, but afterward, the maid took over. I felt that the things I do at home were like nervous tics—you know, unnecessary actions.

Barbara was thirty-five years old, married, and the mother of four children. Her activities at home could hardly be described as unnecessary. Even with a maid, she was busy all day with important tasks. One of her immediate difficulties stemmed from her relation to the maid. She wanted to discharge the maid, who was inefficient, but she couldn't bring herself to do it. All her life she suffered from an inability to say No to other people, and it made her feel inadequate as a person. When a conflict became too intense, as in the situation with the maid, she collapsed and gave up. The result was the loss of the sense of self and a feeling of emptiness. Barbara knew this from a previous analysis. She even knew the origin of her difficulty in her childhood relations with her parents. What Barbara didn't know was that she also collapsed physically whenever the stress increased. This physical collapse made her feel helpless.

What caused this physical collapse? She was a woman of average height, with a small head and dainty, regular features. Her eyes were soft, their expression, apprehensive. Her voice came out hesitantly, with frequent pauses between phrases. Her neck was thin and constricted, which partly accounted for her difficulty in speaking. Her shoulders were pulled up in a frightened attitude. Her body was toneless: her superficial muscles were extremely flabby. However, the deep muscles along the backbone, around the shoulder girdle, in the neck and thorax were tightly contracted. Her breathing was very shallow, which added to her difficulty in speaking and accounted also for her poor skin color. Any attempt on her part to breathe more deeply lasted a minute; then her effort collapsed as the upper half of her body sagged downward and she folded up in the middle. Many of her physical functions were depressed: her appetite was poor, her sexual drive was reduced, and she had trouble sleeping. It was easy to see why she felt so unalive, so empty.

Barbara couldn't see any connection between her physical state and her psychological attitude. When I pointed out this connection, she would answer, “If you say so.” She explained that she had no choice but to accept my analysis of her problem. She didn't like her body and unconsciously she denied it. On some other level, she sensed the connection, for during the physical therapy, she made an effort to breathe more fully and to mobilize her muscles through movement. When the effort became painful, she would cry for a short time, despite her reluctance to do so. She remarked that she had suffered too much pain in her life and she saw no need to experience more. But she also realized that she was ashamed to show her feelings, and consequently fought them. She became aware that the crying made her feel better since it made her feel more alive, and gradually, she gave in more and more to body sensation and feeling. She even tried to express her negation vocally by saying out loud, “No, I won't!”


Slowly, Barbara improved. She could maintain an activity longer and breathe more easily. The tendency to collapse diminished. She discharged her maid. Her eyes brightened perceptibly and she smiled at me. She no longer complained of anomie. She understood that she had to restore feeling in her body to recover her sense of self and identity. This improvement in Barbara's condition stemmed partly from her feeling that she had found someone who could help her, someone who seemed to understand her difficulty. Such an improvement, however, should be regarded as temporary. The conflicts which engendered her disturbance were alluded to but had not yet been resolved. Some idea of these conflicts can be obtained from figure drawings which Barbara made and from her comments about them.

Figures 1 and 2 are two successive drawings of the female. Of Figure 1, Barbara said, “She looks silly. Her shoulders are too broad. She looks Mephistophelian. She looks demure in a diabolic way.” Figure 2 struck Barbara as “unalive, a mannequin whose face is a death mask.” Figure 3, that of a male, strikes one as having a demonic or diabolic quality. We see certain similarities between Figure 1 and Figure 3 which indicate Barbara's identification with the male.

The accentuation of the body outline in Figure 2 should be interpreted as revealing a deficiency or weakness in the perception of her body's periphery. It is an attempt to impose a form upon what is felt to be formless. The loss of muscular tone in Barbara's body gave it an amorphous quality, for which she compensated by drawing heavy body lines.

Who was Barbara? Was she the corpse of Figure 2, portrayed as a wax figure, or was she the diabolic, demure maiden shown in Figure 1?

Looking at Barbara one would have considerable difficulty detecting a perverse side to her nature. Her expression was demure, shy, and apprehensive. But she recognized the demonic aspect of her personality and admitted it.
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FIG. 1
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FIG. 2

I felt most alive when I felt most perverse. At college, sleeping with boys had a perverse quality. I slept with a boyfriend of one of my girl friends, and I was proud of it. I bragged about it because I had done something perverse. Another time, I slept with a man, fat and ugly, who paid me for it. I was very proud. I felt I had the ability to do something different.

In terms of her body, toneless and amorphous, Barbara saw herself as an object (unalive, a mannequin) to be sacrificed to the demonic sexual demands of the male. In terms of her ego, expressed by the head and hands, Barbara identified with the demon who demanded this sacrifice and she derived some strange satisfaction from her debasement.

Barbara's mother had also regarded herself as a victim or martyr and her body was similarly shapeless and formless. Barbara obviously identified with her mother on the body level, while on the ego level she was repelled by her mother's body and humiliated by her mother's role as a sexual object. To give her own life a more positive meaning, she dissociated from her femininity and identified with her father.

The incorporation of the male ego by a female produces a witch. The witch upholds the view of the male ego that the female body is an object to be used sexually. Thus, the witch turns against her own body and gloats over its sacrifice because it represents the debased aspect of her personality. At the same time, she compensates for this debasement by elevating her ego image to that of the superior nonconformist who has rejected the old morality.

The demonic drive of the witch also aims to destroy the male ego. By turning against her own femininity, the witch negates the role of love in sex and mocks the male who seeks her. Barbara's sexual submission reflects her contempt for the man. She is, in effect, saying, “I am nothing and you are a fool to want me.”

The man who takes possession of a debased object wins a Pyrrhic victory. He is degraded in the eyes of the woman. Thus, Barbara took revenge upon her father, who had participated in the humiliation of the female.
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FIG. 3


In making her unconscious childhood adjustments to her life situation, she could not have foreseen that the witch's revenge against the male would rob her of all feeling, or that by dissociating from her femininity she would be stuck with a “deadened” body and unable to respond to love. Barbara was left without a self because her body belonged to her mother and her ego to her father. As an adult, she came to realize that she was cheated, but she could not renounce the witch as long as she unconsciously accepted the value of her ego image and rejected her body.

Barbara was both the witch and the victim, both the demonic ego who demanded the sacrifice of the female body and the submissive body terrified of the sacrifice. Such a split produces two conflicting identities. The split in Barbara's personality could be expressed in terms of life and death. To save her ego she had no choice but to give up her body. Submitting to her parents’ values meant turning against her body, but by this maneuver she assured her survival as well as her sanity. As a child she had to incorporate her father's image of the female (to which her mother assented) and to fantasize that this life-negative attitude had some sublime meaning.

The sacrifice of the body in the schizoid personality is a symbolic act—not that many of these unfortunate beings do not make the literal sacrifice of suicide. Barbara's sacrifice consisted of the rejection of her body, the withdrawal of feeling from it, the denial of its significance as an expression of her being. But her conflict remained alive because her body remained alive and acceded to the symbolic sacrifice only under protest. In this struggle the body has an ally in the rational part of the mind, which, while helpless to overcome the demonic force, is nevertheless strong enough to bring the patient to therapy.

The next case illustrates the split of identity in an individual whose personality was more intact than Barbara's. Henry was a highly successful man in his fifties who consulted me because of a lack of pleasure and satisfaction in his life. He had worked hard and had “made it,” but something was missing. “Money is no object,” he said in discussing the fee, but money couldn't help him. His success had brought on feelings of depression, the beginning of a stomach ulcer, and a strong desire to “get away from it all.” He thought only of the time when he would retire from business, but he had a presentiment that this would be no solution. He was constantly faced with problems which, he said, he could handle if they came one at a time, but all together they were too much.

Describing his youth, Henry said that he had been regarded as the black sheep of the family who would not amount to much. Then one day he resolved to prove that he could succeed. He did, but success brought new challenges and further responsibilities. It wasn't easy to quit. What does one do after one quits? Much as Henry complained about his problems, he was excited by the opportunities they presented. Having committed himself to success, Henry had to go on being successful. This is quite a burden to carry, since success permits no letdown or release except through failure.

Henry's decision to undergo analytic therapy lightened his burden. Some of the burden was shifted to the therapist, and Henry felt better and freer. When I pointed out to him how much he had neglected his body, he was impressed. He made up his mind to devote more attention to his body, and this helped him temporarily. Henry had both the will and the strength to make a significant effort to change his pattern of behavior, but he could not sustain this effort. Actually he regarded therapy as another challenge, to which he responded with his characteristic determination. Thus, therapy itself became another burden.

One day as Henry sat in my office discussing his problems, he let himself go more than usual. His head dropped to one side, his face sagged, he looked very tired, and his eyes had a defeated expression. He looked as if he had been beaten, but didn't know it.

Henry had an ego image of himself as invincible, which denied the inner reality of his feelings. It was not that Henry believed that he would always win. He was simply determined that he would never lose or be beaten down. Yet, physically he was a defeated man who refused to accept defeat. He was defeated in his attempt to find a personal meaning in financial success. He was in despair over his inability to find any pleasure in life. He had come to therapy to avoid the feeling of defeat and despair, but he had to accept these feelings to find himself.

Henry's body was more alive than Barbara's. His musculature was better developed, and his skin had warmth and color. He had severe muscular tensions, which produced a bowing of the back, so that he was hunched forward and had to make an effort to straighten up. His neck muscles were very tense, and his neck was shortened. He had great difficulty in breathing under stress and he showed his respiratory difficulty in the tendency to blow the air out in expiration. He was also a heavy smoker. The tension in his body musculature was so severe that it bound him as if by chains. He was struggling against inner restraints of which he was unconscious, but committing all his energies to success in the outer world. Thus, he was split between the ego image and the reality of his body, between the outer aspects of success and achievement and the inner feeling of defeat and frustration.

Henry's problem could be superficially understood in terms of his neurotic drive for success. In his unconscious mind, his body was a beast of burden to be harnessed to the demands of his ego. The body experienced these demands as a yoke which deprived it of freedom and denied it pleasure and satisfaction. Henry's body, unlike Barbara's, fought back. However, to the degree that he was out of contact with his body and unaware of its feelings, Henry showed schizoid tendencies. The sacrifice of his freedom was not made for financial success, as Henry believed, but for the image of success he had formed in his youth. To mobilize the body for the satisfaction of a real need (hunger, sex, pleasure, etc.) is to use it, while to subvert it for the fulfillment of an ego goal is to misuse or abuse it.

Henry's problem was not as severe as Barbara's. He grasped and accepted the relation between the self and the body. Barbara could only concede a possibility, “If you say so!” Henry recognized that he had to release the muscular tensions in his body and he attacked this problem with an intensity that increased his tension. Barbara sensed the immobility of her body, but felt helpless to do anything about it. Barbara experienced her body as alien to her personality; she even expressed the wish not to have a body, which she viewed as a source of torment. She had been willing to sacrifice her body to satisfy the witch in her. Henry, on the other hand, accepted his body, but misused it. He subjected his body to his egotistic demand for success, hoping thereby to gain his freedom; but when success failed to produce freedom Henry realized he needed help.

The schizoid conflict is a struggle between life and death and can be expressed as “to be or not to be.” By contrast, the neurotic conflict stems from guilt and anxiety about pleasure. This is not to say that the schizoid is free from such guilt and anxiety, but in his personality they are subordinated to the imperative need to survive. The schizoid personality pays a price for his existence: that price is the surrender of his right to make overt demands on life. The surrender of this right leads necessarily to some form of sacrifice, such as was seen in Barbara's case, and to an existence which finds its only satisfaction in negation. The negation of life in any form is a manifestation of a schizoid tendency, and in this sense, every emotional problem has a schizoid core.
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The Schizoid Disturbance

The term “schizoid” has two meanings. It denotes (1) a tendency of the individual to withdraw from reality and (2) a split in the unity of the personality. Each aspect is a reflection of the other. These two variables are a measure of the emotional health or illness of the individual.

In emotional health the personality is unified and in full contact with reality. In schizophrenia the personality is divided and withdrawn from reality. Between the two lies the broad range of the schizoid states in which the withdrawal from reality is manifested by some degree of emotional detachment and the unity of the personality is maintained by the power of rational thought. Figure 4 illustrates these relationships.
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FIG. 4 Contact with Reality Unity of the Personality

This schema also includes the psychic disorders known as the neuroses. The neuroses, A. P. Moyes writes, are a “relatively benign group of personality disturbances,” in which the “personality remains socially organized.”4 This is not to say that the neurotic individual has a well-integrated personality. Every neurotic problem stems from a conflict in the personality which splits its unity to some extent and reduces its contact with reality. In both the neuroses and the psychoses there is an evasion of reality; the difference, as Freud points out, is that the neurotic ignores reality while the psychotic denies it. However, every withdrawal or evasion of reality is an expression of the schizoid disturbance.

Against the background of a seemingly adjusted personality, neurotic symptoms have a dramatic quality which dominates the clinical picture. A neurotic phobia, obsession, or compulsion is often so striking that it focuses the attention to the exclusion of the underlying schizoid split. In this situation, treatment tends to be directed to the symptom rather than to the more deep-seated personality problem. Such an approach is necessarily less effective than one which sees the symptoms as a manifestation of the basic conflict between the ego and the body and directs the therapeutic effort to the healing of this split. In Figure 4, I have placed the neuroses in parentheses to indicate that they are included in the schizoid phenomenon.

One reason for the increasing recognition of the schizoid problem is the shift of psychiatric interest from the symptom to the personality. Psychotherapists are growing increasingly aware of the lack of feeling, the emotional detachment, and the depersonalization of their patients. It is now generally recognized that the schizoid condition with its deep-seated anxieties is directly responsible for symptom formation. Important as the symptom is to the disturbed individual, it occupies a secondary role in current psychological thinking. If symptoms are alleviated in psychotherapy without regard to the underlying schizoid disturbance, the treatment is regarded as supportive and the results are considered to be only temporary. To the degree, however, that the schizoid split can be overcome, the improvement in the patient occurs on all levels of his personality.

While psychotherapists are conscious of the widespread incidence of schizoid tendencies in the population, the general public is ignorant of this disorder. The average person still thinks in terms of neurotic symptoms and assumes that in the absence of an alarming symptom, everything is all right. The consequences of this attitude may be disastrous, as in the case of a young person who commits suicide without warning or suffers a so-called nervous breakdown. But even if no tragedy occurs, the effects of the schizoid disturbance are so serious that we cannot overlook its presence in neurotic behavior or wait until a crisis occurs.

Late adolescence is a critical period for the schizoid individual. The strong sexual feelings that flood his body at this time often undermine an adjustment which he had previously been able to maintain. Many young people find themselves unable to complete their high school studies. Others do so with an effort, but run into trouble in the first years of college. On the surface the problem may appear as described below.

A teenager who had done fairly well at school runs into difficulty with his studies. His marks drop, his interest lags, he becomes restless, and he starts running around with “bad” characters. His parents ascribe his behavior to a lack of discipline, poor will power, rebelliousness, or the mood of today's youngsters. They may close their eyes to his difficulties in the hope that he will outgrow them. This rarely happens. They may berate the young person and attempt to coerce him into a more responsible attitude. This generally fails. In the end, they reluctantly accept the idea that seemingly bright children become “dropouts,” that some are just naturally “floaters,” that many young people from good backgrounds engage in destructive or delinquent activities; and they give up any attempt to comprehend the attitude of their adolescent children.

The schizoid individual cannot describe his problem. As far back as he can remember, he has always had some difficulty. He knows that something is wrong, but it is a vague knowledge that he cannot put into meaningful words. Without the understanding of his parents or teachers, he resigns himself to an inner desperation. He may find others who share his distress and with whom he can establish a rapport based on a mode of existence that is “different.” He can even rationalize his behavior and gain some sense of superiority by proclaiming that he is not a “square.”


I shall present four cases to illustrate some of the different forms the schizoid disturbance can take and the common elements in all four. In each case the disturbance was severe enough to require therapeutic help. In all cases, it was ignored or overlooked until a crisis occurred.

VARIETIES OF SCHIZOID PERSONALITY AND BEHAVIOR

1. Jack was a young man, twenty-two years old when I first saw him. He had graduated high school at eighteen, after which he spent a year singing folk songs in coffee houses. He followed this with two years in the army, then drifted from one job to another.

Jack's crisis occurred after his release from the army. In the company of his friends, he took some mescaline, a hallucinogenic drug. The result was an emotional experience that shocked him. He said:

I had hallucinations that are impossible to describe. I saw women in every conceivable stimulating position. But when I came out of it, I hated myself. My guilt about sex confuses me. The strange thing is that I claim to be unconventional, left wing, no sex limitations, et cetera. I can reason this out, but I can't get away from the feeling of guilt. It frightens and depresses me.

This experience, induced by the drug, broke down Jack's adjustment. The schizoid tendency in his personality, which he had managed to keep under control, broke through into the definitive symptoms of the disorder. He described them as follows:

a. Fright—“At times the fright is so severe that I can't be left alone. I think I'm just plain afraid of losing my mind.”

b. Hypochondriasis—“Every little pimple, scratch, pain, et cetera, scares me to death. I immediately think of cancer, syphilis…”

c. Detachment—“Once I felt like I was slipping from reality, sort of removed; and within the past few weeks, I've felt removed almost constantly, as though I'm somewhere else watching myself.”


When the symptoms appear with the intensity described above, the diagnosis is easy. However, it would be a mistake to assume that there had been no previous evidence of the schizoid disturbance. Jack had experienced severe fright in the form of night terrors when he was very young. And even as a child he struggled with feelings of unreality. He related that:

As early as I can remember [six or seven years], I've always felt different, but I was constantly convinced by my parents that this was normal. In grade school I usually felt sort of strange—example: sitting in class watching the other pupils and wondering if they felt the same confusion as I did.

The unfortunate aspect of this problem was that no one in Jack's immediate entourage seemed to understand his difficulties. “My parents and friends convinced me that this feeling [of being different and strange] was a normal feeling,” he said. Jack's experience in this respect seems to be the rule. Even night terrors are often passed off as “normal” experiences, which the child will outgrow.

Jack's body showed the typical schizoid features. It was thin, tight, and rigid, with an underdeveloped musculature, limited motility, and restricted respiration. It was an unalive looking body, from which Jack had dissociated his ego long ago. He had never seriously engaged in sports or other physical activities. His hypochondriacal anxiety expressed his fear of his body and his lack of identification with it.

2. Peter, a seventeen-year-old boy, was referred for psychiatric evaluation after an alarming incident. He had gotten drunk one night following an argument with his girl friend. Then, to show her how much he cared, he took his guitar to her home to serenade her. Since it was late at night, her parents were disturbed by his actions. To quiet him, they invited him into their home. Once inside, Peter demanded to see their daughter and threatened to cut off his finger or his hand as proof of his affection. He became so unruly that he had to be forcibly restrained and returned home.

Three months before this incident Peter had been involved in other troubles. He stole a car together with some friends. It was returned, and the boys admitted the theft. But, then, they ran away to avoid involving their parents, so Peter said. They broke into an empty home, stole some provisions, hid from the police, and thus compounded their difflculties with the law. Because Peter came from a good family and had a clean record, he was placed on probation. His delinquent behavior was blamed on his companions by his mother. Not until after the incident with his girl friend did she think that something could be wrong with Peter.

That something was wrong could have been seen earlier. Before any of these incidents occurred, a problem had developed in his schoolwork. After two good years in high school, Peter began to have difficulty concentrating. His studies fell off badly in his junior year. He stayed out late, started drinking, and became unmanageable. But no one seemed to show concern until the crisis occurred.

Peter's body was well built and well proportioned. His face had an innocent expression but was otherwise without feeling. This look of innocence had deceived his family. His eyes had a blank, empty quality. Despite its normal appearance, his body was tight and hard, and his movements were very uncoordinated. His knees and ankles were so stiff he could hardly bend them. His body lacked feeling, and even when he related the incident about his threat to cut off his hand he did so without feeling.

During our discussions Peter said that his sexual contact with a girl provided the only warmth he experienced and that his life was meaningless without it. Seemingly, the need for this body contact was so imperative that it overrode all rational considerations. Without it he felt so empty and unalive that moral principles had no value. I find that this condition is typical of all the delinquents I have seen. Their search for kicks is an attempt to “get a charge” into an otherwise “dead” body. Unfortunately, this search for excitement takes the form of a dangerous escapade or a rebellion against authority. The lack of normal body feeling in these young people accounts for their preoccupation with sex.

If the schizoid disturbance is not understood, delinquent behavior will continue to puzzle the authorities and the families of these young people. It will be blamed on a lack of family discipline or attributed to a moral weakness in the youth. While these explanations have some validity, they overlook the dynamics of the problem. An ego that is not grounded in the reality of body feeling becomes desperate. In its desperation it will act destructively toward itself and others.

3. Jane was a young woman of twenty-one who came into therapy following the breakup of a romantic affair. She felt lost and desperate. She sensed that something was seriously amiss with her personality, but she didn't know what it was or how to handle it. We can gain some idea of her problem from the following story:

I remember in my teens thinking I was at war with myself. Especially at night, in bed, I felt I was at war with something in me. It was very frustrating and very hopeless. I felt so confused. I didn't know whom to ask.

At eleven, I discovered my body. Before that I took it for granted. I gained a lot of weight and became self-conscious. I also began my periods at this time. The more inhibited I became, the more weight I gained and the less real I felt. I started masturbating one year later. I thought I would get pregnant or a venereal disease. I felt very guilty about it. But I would also have to masturbate before I could do anything. If I had to write a paper for school, I would procrastinate until I finally masturbated. Then I could do it.

Throughout this period I had a constant fantasy. I fantasized that I was riding a horse. Everyone else had a horse, but mine was better than theirs.

Men absolutely terrified me. I had no friends through high school and only one date in college.


Jane was at war with her sexual feelings. She could neither accept them nor repress them. The result was an intense conflict that tormented her and from which she attempted to escape through the world of fantasy. In her fantasy, the horse can be interpreted as a symbol of the body, especially the lower half. Her attempt to deny the reality of her body was only partially successful. Its feelings intruded on her consciousness and demanded satisfaction even at the price of enormous guilt.

The split in Jane's personality was also manifested on the physical level, in a very striking way. From the waist down, Jane ‘s body was heavy, hairy, and dark-hued. Her hips and thighs were large and their muscle tone was poor. Above her waist she was dainty: her chest was narrow; her shoulders sloped sharply down; her neck was long and thin; and her head was small, with regular features. The skin tone of the upper half of her body was fair. The contrast between the two halves was sharp. From the lower half of her body one had the impression of sexual maturity and womanhood that was ripe, or perhaps, in view of its flaccidity and heaviness, overripe. The upper half of her body had an innocent, childlike appearance.

Who was Jane? Was she the dainty creature riding regally on the lower half of her body or was she the horse with whom she also identified and upon whom her ego rode like a queen? Obviously, she was both, but she was unable to reconcile these two aspects of her personality.

4. The next case, though less severe in its manifestations of illness, presents another aspect of the schizoid disturbance. Sarah was a divorcee with a five-year-old son. The breakup of her marriage was quite a shock to her and brought on a deep depression. I diagnosed her character structure as schizoid although her superficial behavior gave little evidence of so severe a disorder. She expressed her problem as follows:

It's not that I'm unreal, yet I feel that my relations to people are not real. I often wonder what people think of me when I am doing something. I have delusions of grandeur. I feel that
they must think I'm great. But really, I see that I can't cope. My performance doesn't measure up to my expectations.

I had been aware of an arrogance in Sarah's manner and speech which is typical of certain schizoid individuals. Sarah impressed me as one who thought she had superior qualities or superior intelligence. When I questioned her about the nature of her delusions of grandeur, she replied:

My delusion is that I have a good character in general. For example, even now, I expect people to say what a good mother I am. How well I treat my son! I was always the teacher's pet. I never disobeyed. I was a classic “goody-goody.”

Sarah was a small girl-woman with a petite, dainty face, square shoulders, and delicate body structure. Her physical appearance suggested a frightened, immature person, while her speech and manner reflected maturity and confidence. This contradiction in her personality suggested a schizoid disturbance. But there were other signs of unreality about Sarah, despite her statement to the contrary. These signs were mostly physical: the lack of contact between her eyes and mine, a frozen quality in her facial expression, a rigidity of the body structure, and a lack of coordination in body movement.

Sarah played a role, that of the “good” compliant child who did what was expected of her and did it well. Her role playing was so unconscious that she expected people to approve of her as if she were a child. Many people play certain roles in life without thereby becoming schizoid. It is a matter of degree. When the role dominates the personality, when the whole is lost in the part (the part acted out), when, as in Sarah's case, the person cannot be seen or reached behind the mask and the costume, one is justified in describing such a personality as schizoid.

In terms of symptoms each of the four cases—Jack, Peter, Jane, and Sarah—was different. In terms of the two variables which determine this illness they were alike. Each one suffered from conflicts that split the unity of his personality, and in each there was some loss of contact with reality. The most important aspect of these cases, however, was that the conflict and the withdrawal were manifested physically. Jack could describe his problems with a verbal fluency that contrasted sharply with the rigidity and immobility of his body. In Peter the conflict was expressed in the contrast between the athletic appearance of his body and its marked incoordination. Jane showed the conflict in the contrast between the two halves of her body while Sarah's sophisticated attitude contrasted sharply with the immaturity of her body.

Withdrawal from reality was manifested in each of the four patients by the lack of aliveness and the emotional unresponsiveness of the body. An observer of the schizoid individual gets the impression that he is not fully “with it.” Phrases such as “not with it” or “not all there” are commonly used to describe a schizzy quality in a person. We sense his detachment or removal. This impression stems from his vacant eyes, his masklike face, his rigid body, and his lack of spontaneity. He is not absent-minded like the proverbial professor who is absorbed in some mental preoccupation. The schizoid individual is consciously aware of his surroundings, but on the emotional or body level he is out of touch with the situation. Unfortunately, we lack an expression to denote the complement of absentmindedness. Schizzy is the only word that describes a person who is mentally present, but absent on an emotional level.

An air of unreality is the hallmark of the schizoid personality. It accounts for his “strangeness” both to us and to himself. It is also expressed in his movements. He walks mechanically, like a wooden soldier, or he floats zombie-like through life. Ernst Kretschmer's description of the physical appearance of the schizoid individual emphasizes this point.

This lack of liveliness, of immediately reacting vivacity, of psychomotor expression, is found also in the most gifted members of the group with their hypersensitive inner capacities for reaction.5


When an individual's appearance is so bizarre that his unreality is clearly evident, he is called psychotic, schizophrenic, or insane. The schizoid person feels his unreality as an inner emptiness and as a sensation of being removed or detached from his environment. His body may feel alien to him or almost nonexistent, as the following observation indicates.

Going to work yesterday I didn't feel my body. I felt skinny, like a bag of bones. I never felt so bodiless. I just floated in. It was terrible. I felt strange in the office. Everything felt different, unreal. I had to pull myself together to be able to work.

This graphic description of depersonalization shows both the loss of feeling of the body and the concomitant loss of contact with the environment. In other cases the tenuous contact with reality is threatened when the schizoid individual uses drugs which further dissociate his mind from his body. For example, Virginia took “pot” (marijuana) one night. This is what happened:

I had the feeling I was watching myself. I felt my body was doing things which were not connected with me. It was very frightening, so I got into bed. I became paranoid. I was afraid I might jump out of the window.

The schizoid may be said to live in limbo, that is, he is not “gone,” as is the schizophrenic, nor is he fully “with it.” He is often found on the fringes of society, where, with like kind, he feels somewhat at home. Many schizoids are the sensitive persons who become the poets, the painters, and the musicians. Others exploit the various esoteric cults which flourish in the borderlands of our society. These cults are of several kinds—those that use drugs to achieve higher states of consciousness, those in which Oriental philosophies are exploited to find a meaning in life, and those in which various body exercises offer the promise of a fuller self. But it would be a serious error to assume that the schizoid personality is found only in this milieu. He may also be the engineer who runs his life like a machine or the schoolteacher who is quiet, withdrawn, shy, and homosexual. She is the ambitious mother who tries to be very enlightened and do the right thing for her children. She is also the little girl who is bright, eager, excitable, and compulsive. As children, these people are characterized by insecurity; as adolescents by anxiety; and as adults by an inner feeling of frustration and failure. These reactions are more severe than the words imply. Their childhood insecurity is related to a feeling of being different and of not belonging. Their adolescent anxiety verges on panic and may end in terror. Their adult feeling of frustration and failure has an underlying core of despair.

APPROACHES TO THE SCHIZOID PROBLEM

The schizoid disturbance has been investigated along a number of lines, three of which are important to this study. These are the psychological, the physiological, and the constitutional. Psychology attempts to explain behavior in terms of conscious or unconscious mental attitudes. Physiology seeks the answers to disturbed attitudes in derangements of bodily functions. The constitutional approach relates personality to body structure.

Psychologically, the term “schizoid” is used to describe behavior which qualitatively resembles schizophrenia but is more or less within normal limits.6 The specific behavior patterns which suggest this diagnosis are summarized as follows:

1. The avoidance of any close relations with people; shyness, seclusiveness, timidity, feelings of inferiority.

2. Inability to express hostility and aggressive feelings directly— sensitivity to criticism, suspiciousness, the need for approval, tendencies to deny or distort.

3. Autistic attitudes—introversion, excessive daydreaming.

4. Inability to concentrate, feelings of being dazed or doped,  sensations of unreality.

5. Hysterical outbreaks with or without apparent provocation, such as screaming, yelling, temper tantrums.

6. The inability to feel emotions, especially pleasure, and the lack of emotional responsiveness to other people, or exaggerated reactions of hyperexcitement and mania.7, 8, 9

Schizoid behavior, however, often appears to be normal. As Otto Fenichel points out, the schizoid individual has succeeded in “substituting pseudo-contacts of manifold kinds for a real feeling contact with other people.”10 Pseudo-contacts take the form of words which are substituted for touch. Another form of pseudo-contact is role playing, which is a substitute for an emotional commitment to a situation. The main complaints of schizoid individuals, as Herbert Weiner states, “revolve about their not being able to feel any emotions: they are estranged from others, withdrawn and detached.”11

It can be shown that the psychology which characterizes the schizoid individual is related to his lack of identity. Confused as to who he is, and not knowing what he wants, the schizoid individual either detaches himself from people and withdraws into an inner world of fantasy or he adopts a pose and plays a role that seemingly will fit him into normal life. If he withdraws, symptoms of shyness, seclusiveness, suspiciousness, and unreality will predominate. If he plays a role, the outstanding symptoms will be tendencies to deny or distort, sensitivity to criticism, feelings of inferiority, and complaints of emptiness or lack of satisfaction. There may be alternations between withdrawal and activity, depression and excitement, with rapid or exaggerated mood changes. The schizoid picture presents many contrasts. Some schizoids are highly intelligent and creative, although their pursuits may be limited and unusual, while others appear dull and lead empty, docile, and inconspicuous lives.

Another view of the schizoid personality, a physiological one, is offered by Sandor Rado.12 According to Rado the schizoid personality is characterized by two physiological defects. The first, an “integrative pleasure deficiency,” denotes an inability to experience pleasure. The second, “a sort of proprioceptive diathesis,” refers to a distorted awareness of the bodily self. The pleasure deficiency handicaps the individual in his attempt to develop an effective “action self,” or identity. Since pleasure is “the tie that really binds” (Rado), the action self that emerges in the absence of this binding power of pleasure is brittle, weak, prone to break under stress, hypersensitive. This pleasure deficiency to which Rado refers has characterized all the schizoid patients I have seen. But where Rado regards it as an inherited predisposition, I explain it in terms of the struggle for survival. Uncertain of his right to exist, and committing all his energies to the struggle for survival, the schizoid individual necessarily bypasses the area of pleasurable activity. To a man fighting for his right to exist, pleasure is an irrelevant concept.

The seeming distortion in self-perception is often the most striking feature of the schizoid personality. How can one explain Jack's remark, “I feel apart from my body as if I were outside watching myself'”? Is there a fault in Jack's self-perception or is his detachment due to the lack of something to perceive? When a body is devoid of feeling, self-perception fades out. However, it is equally true that when the ego dissociates from the body, the body becomes an alien object to the perceiving mind. We are confronted here with the same duality we described at the beginning of this chapter. The withdrawal from reality produces a split in the personality, just as every split results in a loss of contact with reality. The significance of body perception can be appreciated if one accepts Rado's remark that “the proprioceptive awareness [of the body] is the deepest internal root of language and thought.” 13

The weakness in the schizoid individual's self-perception is directly related to his inability to experience pleasure. Without pleasure the body functions mechanically. Pleasure keeps the body alive and promotes one's identification with it. When the body sensations are unpleasant the ego dissociates from the body. One patient said, “I made my body go dead to avoid the unpleasant feelings.”

The constitutional approach to the schizoid problem is best represented by the work of Ernst Kretschmer, who made a detailed analysis of the schizoid temperament and physique. He found that there is a close connection between the two, and that individuals with a schizoid temperament tended to have an asthenic body build, or more rarely, an athletic body build. Broadly speaking, the asthenic body can be described as long and thin, with an underdeveloped musculature, while the athletic body is more evenly proportioned and better developed muscularly. In addition Kretschmer and Sheldon14 have called attention to the presence of dysplastic elements in the schizoid body. Dysplasia refers to the fact that the different parts of the body are not harmoniously proportioned.

The four patients whose cases were discussed at the beginning of this chapter showed these typical schizoid features. Jack's body was elongated and thin, with the underdeveloped musculature of the asthenic type. Peter's body, which seemed well proportioned and muscularly developed, could be described as athletic. Jane showed dysplasia: the upper half of her body had an asthenic quality, while the lower half was amorphous and lacked definition. Sarah's body, too, had a dysplastic appearance: the upper half of her body was asthenic, in contrast to the lower half, which was markedly athletic. Her calf muscles were as developed as those of a professional dancer, although Sarah had never engaged in sports or dancing.

Body structure is important in psychiatry because it is an expression of personality. We react to a large, heavy man differently than we do to a small, wiry one. But to base the personality upon the body type is to accept a static rather than a dynamic view of the relationship between body and personality. It ignores the motility and expressiveness of the body which are the key elements in personality. The asthenic body is a meaningful classification only because it indicates the degree of an individual's muscular rigidity. The athletic body denotes a schizoid tendency only when its movements are markedly uncoordinated. Factors such as vivacity, vitality, grace, spontaneity of gesture, and physical warmth are significant because they affect self-perception and influence the feeling of identity.
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